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COHb concentrations may be raised by factors other than smoking. These include leaking motor-car exhausts, pollution in streets and tunnels, industrial and domestic pollution, and, rarely, haemolytic anaemias. Non-smoking police on point-duty in Fleet Street were found to have only slightly raised values (mean 1-9%). 8 Only heavy exposure to the smoke of others causes raised COHb concentrations in non-smokers. 9 We have no reason to believe that any of these factors were present in our study. If any had been, however, all groups should have been affected to some extent.
A sensitive nose and a sceptical attitude towards patients who assert that they have stopped smoking will detect many who have not. No great clinical acumen is needed to detect those with stained fingers or smoky breath. But for others more discerning methods may be required. For this purpose COHb estimation is a valuable objective test. The half life of COHb in resting subjects is about four hours, and it may take 24 hours for normal values to be reached after stopping smoking. Few heavy smokers can stop this long even if forewarned. When raised COHb concentrations are found in those claiming they do not smoke other sources of exposure should be sought, though in our experience these are rare.
We found that a high proportion of subjects who claimed to have stopped were still smoking. Thus COHb estimation acted as a useful lie-detector. Patients confronted with a raised COHb concentration often remember the cigarettes smoked that they had "forgotten." The subjects in groups A and B were not aware that their veracity was being tested when the blood samples were taken. figure (a) ).
Fibroblasts rarely adhere to glass in 20 hours but occasionally occur in amniotic fluid when the fetus is normal. The characteristic ruffling membrane can be seen.
Fetal distress cells type I are large, round cells with a quite prominent cell membrane. The nucleus is invariably small, intensely stained, and central. The cytoplasm appears diffuse and pale-staining with no prominent features (see figure (b, c) ).
Fetal distress cells type II are small (especially when compared with neural cells). Their shape may vary considerably, although many are triangular or square. The nucleus may be central or near to the centre and usually has prominent nucleoli. The most characteristic feature is the large, irregular vacuoles in the cytoplasm, usually placed immediately adjacent to the nuclear membrane (see figure (d-f) ). The origins of these cells are unknown, although three major possibilities exist. The first is that they are derived from fetal lungs and released into the amniotic fluid as a result of fetal stress (one spontaneously aborted fetus had large pleural effusions). Secondly, they may be derived from the fetal kidney as a result of, say, sudden hormonal stress and released into the amniotic fluid via the fetal urine. The third possible origin is from the placenta, though not in the same way as cells seen after transplacental amniocentesis, but rather by migration through pores in the membranes as a response to a developing unfavourable intrauterine environment. Quite probably the two cell types are derived from different sources. Interestingly, examination of the placentas of these infants showed that many were gritty or calcified and some had infarcts. Some of the importance of fetal distress cells lies in their association with spontaneous abortions. In all five pregnancies in this series that aborted spontaneously before 28 weeks fetal distress cells or low proportions of viable cells were observed in the amniotic fluid and the consultant obstetrician informed. Abortions that occur after amniocentesis are often attributed to the amniocentesis itself. But if fetal distress cells are seen in the amniotic fluid it indicates that the pregnancy is already in difficulty and may go some way towards exonerating the amniocentesis if abortion occurs. Our observations will thus be useful in establishing the true amniocentesis-linked fetal wastage rates.
A second point of value of fetal distress cells follows from their ability to predict low birth weight. The reported association9-" between a raised maternal serum AFP concentration in the second trimester and the delivery of a low birth-weight baby is comparatively weak. About 10%" of such pregnancies result in preterm or small-for-dates infants, a figure too low to be useful in contemplating active management. If amniotic fluid is carefully examined for fetal distress cells, however, the predictive power is greatly sharpened. As shown in physician, and that he declared her to be suitable for confinement; but it is alleged by the recalcitrant lady, who has successfully resisted incarceration, that the opinions and "independent certificates" were given by persons connected with him in business or by blood-ties. Now, if the law really allow an asylum-keeper to send any of his partners or dependents to give independent opinions on the subject of the necessity of sending patients to his asylum, or to sign the certificates, which are to become a source of large profit to him, that is obviously open to abuse, even if it be never abused. Our contention is not that private asylums are "hells," or are conducted with mala fides. There are many asylumkeepers, medical men, whom to know is to esteem; but our objection is to a system, which regularly combines the functions of boardinghouse keeper, on a highly calculated scale of remuneration, with the functions of a governor of a house of detention; and which does not place the houses under such frequent and regular observation as to insure that no "unconscious bias" shall detain the patient in prison, after it is as good for him to be at liberty, even though it be no better for him or her, and worse for the asylum-keeper. Of course, a palpable distinction exists between that large class of persons who, although "not of sound mind," are not yet necessarily the better, and often the worse, for being shut up in an asylum, and those who require such treatment; yet there is reason to fear that distinction is not always present to the minds of those who are asked to sign certificates of unsoundness of mind, or of those who, by such certificates, obtain control over the unsound in mind. It should, however, always be borne in mind that, once certified, a lunatic is very much in the power of the holder of the certificates; and that some asylum-keepers appear to entertain the opinion that every one who is of unsound mind should be placed in custody at their establishments. It will not always be found that the medical proprietor of an asylum lives at his asylum, while many places of the kind belong to people of no professional knowledge, standing, or sympathies, who merely treat the patients as means of income. Of course, there are "resident" medical officers at such places, and that is enough to avert all suspicion of mala fides; but it is easy to see that this is a better arrangement for a prison than for a house of cure, and all private asylums should, in our opinion, be simply the latter. (British Medical Journal, 1878.)
